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Certificate of Applicant: | attest that all statements made in this application are true and complete to the best of my knowledge. |
understand that any false statements or omissions of material facts will subject me to disqualification or relinquishment of designation.

Date Signature of Applicant I Print Name

Certificate of the Professional Person Clinically in Charge of the Designated Facility as defined
by the California Code of Regulations, Title 9, and Section 822.
“ | attest that this applicant:
* is a member in good standing of the Attending Staff as defined by the California Code of

Regulations, Title 9, Section 823 of this facility,
* has the required clinical training,
* is currently professionally licensed by the State of California,
* meets all pertinent requirements of state law and regulation as well as the requirements of the

Los Angeles County L.P.S. Designation Standards,
* will receive active peer review and/or clinical supervision consistent with membership on the attending

staff to ensure that these services are provided with the highest clinical and ethical standards, and
* if non-medical staff, will have access to appropriate psychiatric consultation whenever exercising

this authority.”
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